
ingly, recovery is gentle. The operator works
under normal conditions, and his field is not
limited by apparatus; the anesthetist may remain
at some distance from the patient. There is no
danger of the glottis falling back and closing the
trachea. If the heart stops beating from any
cause, the most efficient form of artificial res-

piration apparatus is immediately at hand.
The apparatus is not complicated by machinery
and requires no expert; with it there is no danger
of overpressure.

This form of anesthesia has a wide scope of
application outside of the field for which it was

originally designed. In operations upon the face,
mouth and neck it has obvious advantages. The
operating field is unobstructed. Run at a low
pressure, it will insure adequate ventilation of the
îungs and obviate the possibility of aspiration of
mucus or blood and thus lessen the frequency of
secondary pneumonia following face and mouth
operations in the elderly. Green reported a
successful excision of epithelioma of the nose
under its use, and Lilienthal has stated its ad-
vantages in cases of intestinal obstruction, obviat-
ing the danger of drowning in fecal vomitus,
or of secondary pneumonia from the inhalation
of septic matter. The apparatus is inexpensive
and is adaptable for any form of vapor anes-

thesia, such as rectal ether, vapor-mask anesthesia,
intra-oral vapor anesthesia and anesthesia through
a tracheotomy opening (as for excision of the
larynx). Complete with foot-bellows, it packs
readily into a small suit case, and can be easily
carried.

The apparatus as it stands represents a total
expense of about twenty-five dollars. For about
the same sum, one can add the inessential luxuries
of an electric motor (one-eighth horse-power),
rheostat and blower with a regulating by-pass
to carry off the excess of air, to replace the foot-
bellows, as well as some electric device for main-
taining heat,

—

either an incandescent bulb
within the water tank or a heating coil about the
delivery tube. These are, however, unnecessary;
they constitute an added complication and are
advisable only where the apparatus is to be
permanently installed, or where one is sure of
having at his disposal the proper current.

THE EXTIRPATION OF THE TONSIL BY ENU-
CLEATION: PARTLY INSTRUMENTAL,

PARTLY BY THE USE OF THE FINGER.
BY L. M. FREEDMAN, M.D.,

Surgeon to the Department of the Ear, Nose and Throat, Mount Sinai
Hospital, Boston, Mass.

Historically, the method described herein
is an old one. Too far back in the history of
medicine has this operation been done for any
one of the present day to claim originality in
using it. The method is new only in its modifica-
tions, one of which is here briefly considered.

It is of interest to note that, so far as we know,
the finger method was employed before any other
tonsil operation. In the year a.d. 10, Celsus
described a method of enucleation thus:

" Tonsils . . . should be loosened by working
the finger around them and then torn out; but
when this is not practicable, they should be seized
by a hook and excised with a scalpel."

From the time of Celsus to that of the most
recent, literature makes no mention of the finger
method. However, other forms of completing
the tonsillectomy with forceps and bistoury are

given from the earliest times. The use of the
cold wire snare to complete the enucleation is
not mentioned until late in the nineteenth century ;
but, what might, in a measure, be compared to
it, is the employment, in early times, of the liga-
ture before cutting off the freed tonsil. Ambrose
Paré, 1509, mentions the ligature of hypertrophied
portions of the tonsil, but does not advise ex-

cision. His pupil Guillemeau speaks of excision
of portions after ligature but does not advocate
the removal of the tonsil entire. After the ligature
method had fallen into comparative disuse for
nearly a century, it reappeared, after 1740, under
the influence of Wiseman, whose method was to
ligature portions and then to excise. Since then
it has become one of the recognized surgical
procedures.

Fia. 1.

The purpose of this paper is to demonstrate
the superiority over others of the finger method
when combined with some of the present-day
means for accomplishing tonsillectomy. The

1 advantages in the use of this method have been
found to be : the easy and quick separation of the

i
tonsil from its bed; the ability to palpate with
the finger behind the tonsil an abnormally large
or malplaced artery; and the minimized chances
of hemorrhage. The only disadvantage which
this method may have is the somewhat slower
healing observed in cases where the traumatism
of blunt finger dissection between the tonsil
and the soft palate structures has been more

severe than usual. But with experience and care
this condition may be forestalled.

The armamentarium consists of a mouth gag,
one tonsil tenaculum, a tongue depressor, two Le-
land knives, — one right, one left,

—

one double-
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edged knife of the Smithwick type, and a tonsil
snare of the Farlow type.

In children, general anesthesia, usually ether,
is used; in adults, local anesthesia is preferred.

Fig. 2.

For the latter, submucous injections into the
anterior pillar, the posterior pillar and into the
supratonsillar fossa of a .5% cocaine or novocaine,
or 1% of quinine and urea hydrochlorate, are
used.

Fig. 3.

There are five steps in this operation:
1. Separation of the anterior pillar. (Fig. 1.)

2. Incision into the supratonsillar fossa.
(Fig. 2.)

3. Finger dissection of the tonsil anteriorly
and posteriorly. (Fig. 3.)

4. Snare engaged over the tonsil and tightened.
(Fig. 4.)

5. Handle of the snare turned and tonsil '

gradually excised. (Fig. 5.)
In detail, this operation is performed as fol-

lows: With the gag in place, and the tongue
depressed, the right Leland knife is introduced
between the anterior pillar and the tonsil of the
right side, as in Fig. 1. With a slightly sawing
motion downward the lower half or three quarters
of the anterior pillar is separated from the tonsil.
The tonsil is then seized with the tenaculum
forceps and drawn inward and forward toward
the median line, thus making tense the mucous

membrane, which is continuous from the soft
palate over the tonsil. The double-edged knife
is then introduced at the superior margin of the
tonsil, between the tonsil and the soft palate,
severing the mucous membrane and entering the
supratonsillar fossa. (Fig. 2.) This incision
is continued forward between the tonsil and the
anterior pillar and backward between the tonsil
and the posterior pillar.

Fig. 4.

The forefinger is then introduced in the supra-
tonsillar fossa (Fig. 3), between the tonsillar
capsule and the tonsillar sinus. With the finger
used as a lever downward, forward and then
backward, the tonsil with its capsule intact is
gently separated from the tonsillar sinus until
all but its very base is free from attachment and
hangs loosely in the foreward part of the mouth,
though still firmly held in the grasp of the tenacu-
lum forceps. In fact, in some cases it is possible,
after this manner, to separate entirely the tonsil;
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but, in order to be sure of leaving intact the pos-
terior pillar attachment in the tongue, it is wiser,
ordinarily, to leave the rest of the tonsil for fina!
separation by the slow crushing and cutting force
of the snare.

The loop of the snare is then placed over the
tenaculum forceps until it passes the tonsil and
engages firmly the very root of the tonsil (Fig. 4) ;
it is then tightened and the ratchet fixed. The
head is inclined forward and the tenaculum for-
ceps and snare handles held together. The ring
handle of the snare is slowly turned until the
tonsil is entirely cut off. Occasionally, if the
snare has not been properly adjusted over the
very base of the tonsil, a small piece of tonsil
is observed hanging loosely between the pillars.
This is so free that the punch forceps will easily
remove it at once.

Fig. 5.

The employment of this method over all
others in our clinic has characteristically reduced
the bleeding and has quickened the time of opera-
tion and has produced less injury to the pillars

—

a frequent source of hemorrhage in other methods.
Objection has been urged that the finger more

than a metallic instrument is a source of pos-
sible infection; this is a possibility, but one that
is hardly worth consideration. Surgical asepsis
and antisepsis of the hands are in these days
sufficient to insure perfect safety in this regard.
Further, as an instrument of intelligence and
power, the finger has no equal. (Grateful
acknowledgments are hereby made to Dr. S. H.
Rubin for the drawings accompanying this
article.)

- -

The late Dr. Samuel Alexander bequeathed all his
surgical instruments and pathologic and anatomic pre-
parations to Cornell University Medical Department.

—Jour. Am. Med. Asso.

Clinical Department
LATE C\l=AE\SAREAN SECTION

\p=m-\

REPORT OF A
CASE.

BY STEPHEN RUSHMORE, M.D.,
Gynecologist to the Carney Hospital; Instructor in Clinical Gynecology,

Tufts College Medical School.

Cœsarean section, under the most favorable
circumstances, has given such gratifying results
that it is not surprising that the operation should
be resorted to in some of the less favorable con-
ditions. When the baby is in good condition,
and the mother, just before or at the beginning
of labor, normal, except for some bony deformity
which makes delivery in the natural manner
impossible, the indications are clear. In cases
of placenta previa, eclampsia, prolonged labor with
ruptured membranes, there is not yet unanimity
of opinion as to the advisability of abdominal
operation; and, if operation is performed, whether
trans- or extra-peritoneal, whether with or without
hysterectomy. If infection of the mother is
probable, the question is still further compli-
cated.

Some surgeons refuse to operate if the patient
has been subjected to vaginal examination;
others, unless they are sure of the observance of
strict aseptic precautions during the examination.
Some operate even in the presence of known
infection. The limitations of the operation can
be determined only by a careful study of many
cases under varying conditions. However, to
refuse operation, when mother and child are in
good condition, because the mother may be
infected, is to take a position which, I think, will
not be sustained by experience, and which is not
based on humanitarian grounds.

The case reported is of interest because of the
gratifying result after fifteen hours of labor,
three with membranes ruptured, when delivery
with forceps on the floating head had been at-
tempted in vain. While the only definite con-
clusion that can be drawn from one favorable case
is that operation was the right thing at this
particular time, the case is thought to be of
sufficient interest to merit recording. Credit
is due to the physician who first saw the case,
for his careful asepsis during examination and
manipulation of the attempted vaginal delivery.

Mrs. M. K. Gyn. No. 675. Age, twenty-seven.
Past history.

—

Patient has always had some trouble
with right hip; thought it was rheumatism. Follow-
ing a fall eleven years ago, began to be worse; con-
siderable lameness and pain in right leg. Patient was
never confined to bed on account of hip. Twenty
years ago, patient had an attack of measles after
considerable trouble with throat.

Menstrual history.
—

Onset, sixteen; irregular and
painful.

Married history.
—

Has never been pregnant before.
Present illness.

—

On July 3, 1910, 9 a.m., patient
began to have labor pains. About 8 p.m. operation had
been decided upon, the patient was etherized and
forceps delivery attempted. Soon after midnight, the
patient was admitted to the Carney Hospital.
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